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Abstract
The purpose of this project was to provide school psychologists, and other
professionals, an overview of the ABA/Lovaas programs being implemented in the
Monroe County area (upstate New York). Parents were surveyed, in order to gather
information on the Applied Behavior Analysis/Lovaas method they are using to
treat their child. To provide additional information about the children participating
in the project, a direct observation of the child was conducted and a rating scale was
completed (Childhood Autism Rating Scale). Ten families participated in the
project, with the child's ages ranging from 37 months to 66 months. Project results
indicate that parent's are investing large amounts of time and energy in these
programs. In all cases, parents reported combining ABA/Lovaas programs with
other forms of treatment (i.e., preschool, drug therapy, music therapy, dietary
treatments, etc.). Parents are generally reporting positive feelings about the
treatment, although they are experiencing some concerns around program funding,




"Scarcely a month had passed since Anne-Marie's
first diagnosis [of autism], but it felt more like six. Every
single night Marc and I read books and articles about
autism, racing against the days, racing to find some way of




The above words were written by Catherine Maurice, author of the book Let
Me Hear Your Voice. Ms. Maurice writes of the struggle she and her family faced
while trying to find a way to help their autistic daughter. These words could have
been written by any parent facing the struggle of raising and educating a child with
autism. The Maurices opted to teach Anne-Marie using behavioral principals,
specifically the behavioral educational plan developed by O. Ivar Lovaas. In her
book she writes of the success and gains both of her autistic children made when
taught by this method. In addition to Ms. Maurice's descriptive account of her
children's recovery, case study articles have been printed on the two siblings (Perry,
Cohen, & DeCarlo, 1995b). Although professionals in the field have warned the
public not to view the
Maurices'
progress as typical, her book has become a catalyst
for many parents to research
and employ Lovaas methods with their children
(Shapiro & Hertiz, 1995; Ryan, 1995).
As more and more children are diagnosed with autism /Pervasive
Developmental Disorder (PDD), the question of how to treat the disorder becomes
more urgent. In the Monroe County, located in upstate New York, parents and
professionals are turning to treatments based on behavioral principles (Applied
Behavior Analysis, ABA), such as that presented by O. Ivar Lovaas. As these
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treatment methods become more popular, county agencies and school districts are
faced with the challenge of funding the programs and deciding who benefits from
such services. This has created much controversy and much discussion over the
appropriateness and effectiveness of Lovaas/ABA programs.
Autism /Pervasive Developmental Disorder
Fifty years ago, Leo Kanner identified
"autism"
as a syndrome of disorders
characterized by social isolation, language problems, and a restricted range of
interests (Bauer, 1995a & 1995b; Diagnostic and Statistical Manual Fourth Edition,
1994). Autism has been misunderstood and clinically hard to define. Historically it
was considered a "childhood
schizophrenia,"
and thought to be caused by poor
parenting (Rutter & Schopler, 1987). Other theories on the "single core
deficit"
of
autism are that it is caused by sensory difficulties, biological problems, language and
cognitive deviances, and social impairments (Smith, McEachin, & Lovaas, 1993).
Today, autism is seen as existing more on a spectrum (Rimland, 1993; Wing &
Gould, 1979). The term Pervasive Developmental Disorder (PDD) is frequently used
to describe the range and severity of the "autistic
like"
symptoms a child displays
(Rutter & Schopler, 1992). Many researchers feel that there is no single etiology for
autism, and children may have different impairments that are causing the autistic
characteristics (Wing & Gould, 1979; Phelps & Grabowski, 1991; "Interview with Ivar
Lovaas, 1994).
In 1980, autism was recognized as a distinct developmental disorder in the
DSM-III (Bauer, 1995a & 1995b). Initially, autism was placed on Axis II, indicating
that it was considered a stable, unchanging condition that had a poor prognosis. In
the DSM-LVr autism,wasmoved to Axis L.which, is. the
axis, for moretreatableand
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transient conditions (Edelson). This movement, along with the acceptance by many
professionals of the "autism
spectrum"
has resulted in more children being
diagnosed as autistic or PDD (Bauer, 1995a & 1995b). Treatment modalities have
been revised to address a broader range of behaviors associated with autism, but no
single therapeutic intervention has yet been identified as the
"cure"
for autism. As a
result, the professional community and families of children with autism are
grappling with the choice of what treatment strategies to use.
Description of Lovaas Therapy
Behavioral treatments, such as that developed by Ivar Lovaas, are based on
theories of operant conditioning and applied behavior analysis (ABA) (Lovaas,
1981). Rutter describes it as "a matter of .... encouraging progress in the right
direction through the use of differential reinforcement and of direct teaching that
provide the skills
needed"
(1985). Techniques such as shaping, prompting, fading,
extinction, and the use of primary and secondary reinforcers are used to teach the
child a wide range of behaviors and skills (Rutter, 1985; Lovaas, 1981). In addition,
Lovaas endorsed the use of aversives, particularly to end self-injurious behavior.
The ABA approach to teaching children with autism stems from the belief that they
do not appear to learn from their environment like typical children do. While the
average child takes in information continuously (every waking minute, 365 days a
year), the child with autism needs to be taught the skills to learn from the world
around them. The structure and intensity of the Lovaas program is an attempt to
teach them basic learning principals, and to
"make-up"
for lost learning time
(Lovaas, 1987; Lovaas, 1981).
Teaching Developmentally Disabled Children: The Me Book by Ivar Lovaas is
the basis for the Lovaas/ABA teaching program. The 250 page book outlines the
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philosophy, techniques, and educational programs that are the foundation for
today's Applied Behavior Analysis (ABA) approach to treating autism. The book is
organized into five sections, which are as follows: (1) Unit I teaches parents and
teachers the basics of applied behavior analysis techniques, (2) Unit II contains
programs (of individual lessons) that prepare the child to learn, (3) Unit III
introduces basic verbal language and play skills, (4) Unit IV teaches self-help skills,
(5) Unit V presents more advanced and complicated verbal language, (6) Unit VI
focuses on abstract verbal language, and (7) Unit VII teaches the student how to
function in school and community settings. Parents are advised to order a series of
video tapes, to help supplement the instructions contained in the training manual
(Lovaas, 1981). Although parents are considered the main service providers, it is
recommended that they develop a "treatment
team"
of at least three people to help
provide services to their child ("Lovaas revisited: should we have ever left?, 1995;
Lovaas 1981). Parents and treatment teams are guided by a consultant trained in
Lovaas /ABA therapy.
Each program is designed to teach such things as sitting, receptive language,
and verbal imitation. Within each program are smaller steps that they child must
master before the skill is learned. These smaller steps are called "discrete trail
training,"
because they start with a teacher's instruction and end with the child's
response (Lovaas, 1981). A well coordinated team must ensure, by the use of video
taping or by direct observation, that they are all using the same commands and same
language while teaching the child (Lovaas, 1981). In his original studies, Lovaas
recommended that the child receive a-
minimum- of 40- hours- of direct one-oiv-Qne
instruction per week (Lovaas, 1987). As will be discussed, the evolution of ABA
teaching programs has resulted in
some flexibility regarding how many hours of
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instruction is appropriate for each individual child.
Discrete trial training consists of three components. They are as follows:
"
(1)
presentation of a discriminative stimulus (i.e., a request or a command); (2) a
response (what the individual does following the request or command); and (3)





("Lovaas revisited: should we ever have
left?,"
1995).
Although individual needs vary from child to child, instruction usually consists of
4 to 6 hours per day, 5 to 7 days per week, for a minimum of two years. Within a
session the child might work for 2 to 5 minutes, and then be rewarded for working
appropriately anywhere from several seconds to two minutes . After each hour, the
child is generally given a 15 to 20 minute break ("Lovaas revisited: should we ever
have
left?/'
1995^.Lovaas^ L981X-ba order tomake this modelwork,, it is.essentiaLfor
parents and teachers to identify what types of things are
"rewards"
for their child.
Some children might be willing to work for food, while others will prefer being
rewarded for the opportunity to engage in some physical activity (Lovaas, 1981).
Another emphasis of the Lovaas method is early intervention. Lovaas
proposed in his first study (1973) that the younger the child was, the better progress
they would make (Lovaas, Koegel, Simmons, & Long, 1973). Some researchers have
suggested that this is true because the brain plasticity of younger children is greater
than that of older children (Perry, Cohen, & DeCarlo, 1995a). Early intervention is
successful for a variety of reasons, such
as: (1) Early development is a critical time to
acquire communication skills, for both the typical child and the child with autism;
(2) Younger children have limited learning histories, and their behaviors are less
complex; (3) Since younger children need much care and attention, parents are
usually more
accessible and eager to participate in treatment; and (4) Younger
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children are easier to physically control (Dunlap & Fox, 1996).
Although
Lovaas'
book does not delineate an ideal age to start behavioral
intervention, in his 1987 study he limited his subjects to children under the age of
40 months if mute, and under the age of 46 months if echolalic. Most children in
ABA programs are around the age of 3 1/2 years ("Lovaas revisited: should we ever
have
left?,"
1995). As will be discussed, there is much controversy over what age the
child stops benefiting from intensive behavioral intervention. Although it was
thought to be appropriate only for young children, researchers are starting to suggest
it may benefit older autistic students as well ("Intervention: it doesn't need to be
early,"
1995).
History of Lovaas Therapy
O. Ivar Lovaas had many years of experience working with children with
autism before he presented the ABA program as it exists today. He dedicated his
professional career to researching and treating children with autism. When Lovaas
first began his research, he was interested in learning about how acquiring language
effects a child's non-verbal behavior (Lovaas, 1993). While searching for a group of
children who were lacking meaningful language, Lovaas was introduced to children
with autism. From that point on his career focused on treating and researching this
population. (Lovaas, 1993). Using his training as a behavioral clinical psychologists,
Lovaas worked to establish empirical evidence to support his claim that a
behavioral method of intervention was the best way to improve the lives of these
children (Lovaas, 1993).
Using behavioral principals to educate children
is not a new concept.
Researchers have found behavioral techniques to be effective with typical children,
as well as with children who have special learning needs (Rutter, 1985; "Lovaas
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revisited: should we ever have
left?,"
1995). Lovaas acknowledges that his approach
to treating autism is not based on new learning techniques (Lovaas, 1993). As will be
discussed, his program is most notable for its intensity and structured delivery.
Various treatments have been developed to help children with autism (i.e., "play
therapy, operant conditioning, special diets, megadoses of vitamins, psychoactive
drugs, electric shock, sign language training, residential treatment, perceptual
training, motor training, mainstreaming, special education, and others") (Schopler,
Mesibov, & Baker, 1982). However, many professionals agree that using a
behavioral approach to treating autism holds the most promise (Rutter, 1985;




first attempt to use behavioral principals to treat children with
autism had limited success (Lovaas, Koegel, Simmons, & Long, 1973). In 1973 Lovaas
designed a behavioral program to treat 20 children with autism. Specific ages of the
children involved in the study were not reported in the literature. Students were
identified on the basis of apparent sensory deficits, affective isolation,
self-
stimulatory behavior, mutism, echolalic speech, and a poor receptive language
(Lovaas, Koegel, Simmons, & Long, 1973). The use of aversives (such as spanking, a
slap on the thigh, or a loud "no") was used to
eliminate self-injurious behavior
(Lovaas, Koegel, Simmons, & Long, 1973; Lovaas, 1993). The children were placed in
four treatment groups. The groups varied in the intensity of the treatment
delivered, amount of instruction they received, and who delivered the treatment
(therapist vs. parents).
Overall, the study suggested that when
taught using behavioral principles,
subjects made great gains in learning appropriate behavior and communication
skills. Despite this success, not all the groups maintained the progress that they
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made during treatment. Lovaas concluded the following:
(1) Age may be an important factor in determining which children benefit
from behavioral treatment. Lovaas noted that the older children in his study had
difficulty with generalizing new skills to different environments. He proposed that
younger children would "discriminate less well than older children, hence
generalize and maintain the therapeutic gains to a more optimal
degree"
(Lovaas,
Koegel, Simmons, & Long, 1973);
(2) The treatment ismost successful if it nrnirs in rhp rhild's nahiral
environment. The children in the study who returned to state institutions after
treatment regressed to a greater degree than children who returned home to parents
trained in behavioral techniques. (Lovaas, Koegel, Simmons, & Long, 1973). Lovaas
concluded that the environment the child functions in.must be structured so that it
maintains the therapeutic gains made by the child during treatment; and
(3) Parents can be utilized as treatment therapists. As mentioned above, the
parents trained in behavioral techniques helped their children maintain treatment
gains. Lovaas identified the following parent characteristics as essential: "A
willingness to use strong consequences..., a willingness to deny that their children
are
'ill'
[put responsibility on the child]...., the willingness to commit
a major part of
their lives to their children and to exercise some degree of contingent management
throughout the
day"
(Lovaas, Koegel, Simmons, & Long, 1973).
Lovaas applied this knowledge to his 1987 study. The Young Autism Project
began in 1970 at the University of California at Los Angeles (UCLA). Subjects were
assigned to an experimental group and a control group,
on the basis of the
availability of staff
members. Random placement was not ethical or acceptable to the
parents in this study. A second control group was later added, composed of children
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with autism from a treatment program not connected to UCLA. Participants had a
chronological age of less than 40 months if they were mute, and less than 46 months
if they possessed echolalic speech. Intelligence was also a factor. Participants had a
prorated mental age (deviation IQ) of 11 months or more. The children in the
experimental group (n
= 19) received over 40 hours of intensive behavioral
treatment per week in the home, for a minimum of two years. An emphasis was
placed on parent involvement and parent education. The children in control group
#1 (n = 19) received 10 hours of behavioral treatment per week, and were involved
in community based interventions (special education, preschool). The children in
control group #2 (n
= 21) were not treated by any professionals associated with the
Young Autism Project (Lovaas, 1987).
The results of this study were to create much controversy among
professionals who specialized in autism (Schopler, Short, & Mesibov, 1989; Foxx,
1993; Kazdin, 1993; Mesibov, 1993; Mundy, 1993 ). Lovaas claimed that out of the 19
subjects in the experimental group, 9 children, or 47% of his sample, achieved
normal functioning. Normal functioning was measured by placement in a regular
education first grade classroom, and by having average intellectual functioning (as
measured by a standardized test). In Control Group #1, only one student achieved
normal functioning. In 1993 another study was conducted to look at the long term
effects, of
Lovaas'
method of behavioral intervention. (McEarhin,. Smith, &_Lavaas,
1993; "Long term follow-up: early intervention effects
lasting,"
1993). Approximately
six years after the participants of the 1987 study achieved "normal
functioning,"
they
were evaluated to assess if the gains they made were permanent. Only one student
from the best outcome group needed to
be moved from a regular education class to a
special education class. Researchers concluded that a behavioral treatment for
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autism was successful and created permanent positive change (McEachin, Smith, &
Lovaas, 1993; "Long term follow-up: early intervention effects
lasting,"
1993).
Controversy Surrounding Research and Lovaas Behavioral Interventions
Although
Lovaas'
claim of a 47% success rate generated much excitement, it
also generated much controversy. Concerns and additional explanations about
Lovaas'
research, andmethods si i rfarpd in thrpp main areas:
(a) Assignment to the Experimental Group was not Random. One of the
major criticisms of the 1987 study was that subjects were not assigned to the
experimental group or control group in a random fashion (Schopler, Short &
Mesibov, 1989). Schopler, Short, and Mesibov (1989) questioned whether or not the
control group was comparable to the experimental group, in terms of parental
involvement and the amount of attention they received.
(b) Subjects Not an Average Sample of Children with Autism. Schopler,
Short, and Mesibov (1989) made the argument that Lovaas choose a group of
subjects that had a better prognosis than the average population of children with
autism. The claim has been made that tests that generally yield low scores for
children with autism were chosen for pretreatment data collection. His sample had
an average IQ higher than the average child with autism. The older children in the
study (40 months to 46 months)
were chosen only if they were echolalic (generally
considered a sign of a better prognosis).
(c) Follow-Up Measures Did not Measure "Normal
Functioning."
Several





whether or not any residual
autistic characteristics remained (Schopler, Short, and





many flaws, because districts vary in their inclusion and mainstreaming policies. In
addition, many of the children in the "best
outcome"
group had strong parent and
teacher advocates (Foxx, 1993; Schopler, Short, and Mesibov, 1989). Lovaas was also
criticized for overlooking several elevated scores on the social /emotional measure
that suggested these students had some emotional and cognitive problems (Mundy,
1993).
In various response articles, Lovaas has answered each concern raised by
other professionals (Lovaas, Smith, & McEachin, 1989; Lovaas, 1993). In many
instances he refers back to his original research as evidence that his methodologies
were sound. Although there is controversy over the 47% success rate of the 1987
study, all professionals agree that the study needs to be replicated and improved. As
of 1993, three replication sites were established across the country (Smith, McEachin,
& Lovaas, 1993). There are many concerns about replicating, such as the cost, the
length of time that must be dedicated to the study, and the lack of professionals who
have intensive training in behavior modification (Smith, McEachin, & Lovaas,
1993). In a 1993 article, Alan Kazdin proposed that replication studies should have
the following things: (1) Random assignment to the experimental group and control
group; (2) A larger sample size; and (3) Use of a standard diagnostic battery that
samples a full range of disorders and evaluates the severity of the child's autistic
features. (Kazdirv 1993).
Current Legal Issues
As was mentioned previously, Lovaas programs have created legal issues for
parents and school districts. According to PL94-142, districts are required to provide





1995). A clash between districts and parents can occur over
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the issue of what is an
"appropriate"
and effective program for children with
autism. Due to the intensity and specialized training of the Lovaas consultants, ABA
programs are costly. It is reported that inMaryland programs can range from $20,000
to $22,000 at year ("Requests for Lovaas
therapy,"
1995). In California services can
range from $1,000 a month to $6,000 a month, depending upon the expertise of the
consultant ("Requests for Lovaas
therapy,"
1995). Although the decision about what
constitutes FAPE is left up to state agencies and local school districts, many parents
are initiating due process and entering into impartial hearings ("When
methodologies
collide,"
1995). If parents can convince a hearing officer that the
Lovaas method is superior and more effective than programs provided by the
district, they are awarded reimbursement and /or funding for their home-based
therapy ("When methodologies
collide,"
1995). As parents start to win these
hearings (i.e., Delaware County Intermediate Unit v. Martin and Melinda K. and
MA. v. Vorhees Township Board of Education), districts are faced with choosing
between costly court expenses or funding an expensive program with unknown
effectiveness ("Requests for Lovaas
therapy,"
1995).
Introduction to Other Treatment Approaches
As was mentioned previously, there are many treatment choices for autism
and Pervasive Developmental Disorder. Many parents choose a variety of strategies
to address their children's needs. In addition to Lovaas/ABA therapy, they may be
utilizing other interventions.
The following is a description of some of the more
popular treatment choices:
(A) Psychopharmacology (Drug Treatment). The purpose of using drugs to
control autistic symptomology is to better
prepare the child to respond to special
education or behavior modification (Campbell, Anderson, Deutsch, & Green, 1984).
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Drugs are used to increase attention, reduce self-stimulatory behavior, and reduce
tantrums (Campbell, Anderson, Deutsch, & Green, 1984). The drugs most often
prescribed include the following: haloperidol, fenfluramine, naltrexone,
clomipramine, clonidine, and various stimulants (Campbell, Schopler, Cueva, &
Hallin, 1996).
(B) TEACCH. Treatment and Education of Autistic and related
Communication handicapped Children. This is a program established by Eric
Schopler of the University of North Carolina at Chapel Hill (Campbell, Schopler,
Cueva, & Hallin, 1996). Schopler is skeptical of the dramatic
"recovery"
claims
made by Lovaas ("Requests for
Lovaas,"
1995). The TEACCH program is a
community based program, located in public school classrooms. The main tenants
of the program include high amounts of parent participation, on-going evaluation
and diagnostic work, and structured teaching (Schopler, 1987; Campbell, Schopler,
Cueva, & Hallin, 1996).
(C) Auditory and Sensory Integration Training. These theories are based on
the premise that some people with autism have an over-sensitivity or
under-
sensitivity to sounds and /or textures.
Through various interventions and activities,
an attempt is made to
"desensitize"
the child, and make them better able to handle
different sound frequencies and textures (Campbell, Schopler, Cueva, & Hallin,
1996).
(D) Greenspan Techniques. Stanley Greenspan views autism as a "multi
system developmental
disorder,"
in which the child experiences delays across all
areas of development ("Alternatives to
behaviorism,"
1995). He advocates for a
therapy called "floor
time,"
in which the parent or therapist attempts to understand
and communicate with the child by joining in activities of their choice (even if it is
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self-stimulatory behavior) ("Alternatives to
behaviorism,"
1995). The child is
thought to learn through the interaction, and through the relationship that is
developed during time spent with the adult ("Alternatives to
behaviorism,"
1995).
(E) Dietary /Vitamin Interventions. Of all the areas discussed thus far, this
area is themost controversial and lpast rpsparrhpd, Mostof the information
available on this treatment is found on the internet (Lewis, 1997). The premise
behind this treatment is that one of the causes of autism is an allergy to gluten and
caseine. These two substances are found in many foods commonly introduced at the
age of approximately 18 months. Advocates of this treatment claim that when foods
with gluten and caseine are removed from the child's diet, many of their autistic
symptoms abate (reduction in tantrums and self-stimulation, improved eye-contact,
better attention skills) (Lewis, 1997). The diet is often used in conjunction with
vitamin therapy. Two vitamin supplements commonly administered in large
amounts include B6 and dimethylglycine (DMG) (Aman, 1995).
Rational for Project on ABA /Lovaas Treatment for Children with Autism
The changing definitions for autism and Pervasive Developmental Disorder
(PDD) have resulted in the development of many treatment options. Parents of
preschoolers diagnosed with autism face the challenging decision of what
interventions to use with their child. As indicated by the above literature review, O.
Ivar Lovaas has developed a program which is based on principals of Applied
Behavior Analysis, consists of a large amount of treatment hours (40+ per week),
and demands intense parental involvement. This treatment approach has created
much controversy, for both professionals in the field and school districts.
With the increasing number of children being diagnosed with autism /PDD, it
is realistic to assume a practicing school psychologist will encounter this population
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over the course of their career. In order to serve as a consultant and source of
information for these families, professionals need knowledge of the history and
current structure of ABA /Lovaas programs in the Monroe County Area. Due to the
expense of these intensive programs, school districts and community groups are
raising questions about the effectiveness and appropriateness of this treatment.
Community groups and school professionals have started to collaborate on
researching these programs (i.e., Community Task Force on Autism: Research and
Evaluation Cnmmiftpp)
This project was conducted in order to provide professionals in the field an
overview of both the composition of the current ABA /Lovaas programs being
implemented in the Monroe County area, and a summary of the collective concerns
of parents implementing such programs. The literature reports that ABA/Lovaas
programs are time intensive (40 hours+), require much parent involvement, and
are best utilized with younger children. I wanted to assess if these characteristics are
true of Monroe County families utilizing these programs. Parents of children with
autism /PDD were surveyed, using a survey form developed by the research student.
The children were observed, and rated in terms of the severity of their autistic
symptoms (Childhood Autism Rating Scale). The information was then compiled,
in order to get a descriptive account of the ABA/ Lovaas programs in the Monroe
County area.
In addition, as a school psychologist working in this community, I wanted to
have a better understanding of the following: (1) What sources do parents consult
when choosing an ABA/Lovaas
treatment program for their child?; (2) What
professionals are included on ABA /Lovaas treatment teams?; (3) What other
treatment options are parents utilizing in conjunction with ABA/Lovaas?; (4) How
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does ABA impact family life?; (5) What do parents need from the professional
community?; and (6) What is the (approximate) cost of funding ABA/Lovaas
programs? This knowledge will help school psychologists, and other professionals




With the rising number of requests for ABA /Lovaas treatments for autism,
professionals in Monroe County have begun to ask questions about the efficacy and
cost-effectiveness of such programs. Monroe County is the second largest county in
upstate New York. It's population is approximately 750,000 people, with a land area
of 663.21 square miles. The county is comprised of 19 towns, 10 villages, and the city
of Rochester. Rochester, New York is famous for its export industry (Eastman
Kodak, Bausch and Lomb, General Motors, Xerox, ITT Automotive). On a per capita
basis, more products are exported from Monroe County than any other community
in the United States (above information located at http://www.co.monro.ny.us/
aboutmc /mchistory.html) .
Through professional networking, in October of 1996 I learned of a committee
forming to address the issue of ABA /Lovaas services in the Monroe County area. A
group of professionals, consisting of administrators, school psychologists, and
special education coordinators, were collaborating to gather data and start some
preliminary research on ABA/Lovaas programs. The chairperson for this
committee was affiliated with New York's Board of Cooperative Education Services.
In November of 1996 this group met to formulate their purpose and draft up a
survey. They intended to look at what types of programs children who had received
ABA/Lovaas were placed in upon entering the public school system. The committee
wanted to determine if children who received ABA /Lovaas as preschoolers were
typically placed in regular education or mainstreamed programs, or did they still
require a large amount of special education support upon entering public school.
ABA /Lovaas 23
They collected this data via a written survey. Each committee member committed to
contacting a Monroe County school district and eliciting their cooperation in
providing the desired information. As will be discussed later, some of the questions
from this original survey were utilized in the course of this project. The research
method and survey results were not utilized, due to the fact that program placement
can be highly subjective and influenced by many factors (such as district policy and
the level of parent advocacy).
While attending this November 24, 1996 meeting I learned of another local
committee forming to address the issue of ABA/Lovaas. This committee was called
the Community Task Force on Autism: Research and Evaluation Committee. The
chairperson for this committee was affiliated with the University of
Rochester/Strong Hospital's Center for Developmental Disabilities. Although the
make-up of the committee varied from meeting to meeting, the primary members
were as follows: two parents of children with autism, two pediatricians connected to
the Strong Center for Developmental Disabilities, a NYS Board of Cooperative
Educational Services (BOCES) representative, a Committee of Preschool Special
Education chairperson from a Monroe County school district, and a school
psychologist from a Monroe County school district. I attended three meetings of this
committee (December 20, 1996; January 27, 1997; January 31, 1997). The intent was to
work with these professionals in order to draft up a specific research question that
would be appropriate for a master's project on ABA /Lovaas treatment for autism.
This proved to be a challenging task. The long term objective of this
committee was to research the effectiveness of ABA /Lovaas programs as they
compare to more traditional ways of treating autism (predominantly special
education programs located in school buildings or BOCES centers). Due to
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limitations in time and personal resources, this was not a feasible research topic.
Through much negotiation and discussion, the topic was limited and narrowed. It
was decided that I would conduct a series of interviews, rating scale observations
(Child Autism Rating Scale), and record reviews, in an attempt to generate a general
idea of how much progress each child has made while receiving Lovaas therapy.
The design of the final project will be discussed at a later point.
In order to gain the support of Monroe County parents, I attended several
Reaching Autistic Children Early (RACE) support groups. The purpose of this
organization is to promote ABA /Lovaas as a viable treatment option for children
with autism. They provide support and information to families implementing ABA
programs. The long-term goal of RACE is to establish an Applied Behavior Analysis
school for children with autism. This organization provided an excellent pool of
families for the research that was to be conducted. On February 1, 1997 1 presented
my project design to the parents present at the meeting. On May 3, 1997 I contacted
the RACE president for assistance in promoting my project. The president signed a
letter of support, and had parents sign-up if they were interested in participating in
the project (see Appendix A). On October 11, 1997 1 attended a third RACE meeting.
At this meeting I scheduled families to
be interviewed and observed. Throughout
the course of the project, close contact was maintained with the RACE group
president and various members.
Project Design and Review of Objectives
The design of this project changed over the course of its completion. The
original design, mentioned above, was a series of interviews, observations (CARS),
and record reviews. The goal was to compare the length of time the child received
ABA treatment to the overall progress made by the child. Progress was to be
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measured by a difference score, obtained by comparing the child's score on the
Childhood Autism Rating Scale (CARS) prior to receiving ABA and to the child's
score on the CARS after being in an ABA program. Again, due to limitations of time
and personal resources, the project was altered. During the period of time from
October, 1997 to December, 1997, interviews and observations of families using the
ABA program were conducted. The information gathered was used to develop a
descriptive picture ofMonroe County ABA programs. The rating scales were used to
examine the level, or severity, of the disability demonstrated by this particular group
of children with autism. As was discussed earlier, the purpose of this project was to
give professionals and parents a
"cross-section"
or description of the ABA services
being delivered to children with autism /PDD in the Monroe County Area. The
Childhood Autism Rating Scale was administered to supplement this description,
and to provide some more specific information about this sample of children
receiving ABA therapy.
The original intent of the project was to stay within the age range of 3 to 5
years old. After consultation with professionals and parents, it was decided that a
more appropriate age range was birth to 5 years old. Members of the Monroe County
Committee, The Community Task Force on Autism: Research and Evaluation
Committee, and the RACE group estimated that there were approximately 50
children with autism/PDD classifications within Monroe County. It was then
estimated that out of those 50 families, approximately 30 of them were
implementing ABA programs. These numbers were rough estimates. Due to the fact
that there are no centralized records kept on local incident rates of autism /PDD, or
on the enrollment of such children in treatment programs, estimations needed to be
utilized for this project.
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At the RACE meetings (May and October), 14 families signed up to be part of
the project. Another 21 families were contacted by phone (personal conversation or
phone message). For various reasons (i.e., child was too old for the study, child was
no longer doing ABA, child was multiply disabled, parent never returned the phone
call, parents too busy, etc.), only 11 families were interviewed and observed. Out of
these 11 families, 10 were used to calculate the descriptive account of ABA treatment
in the Monroe County area. One child interviewed and observed by the research
student was out of the birth to 5 age range. Interviews and observations typically
took approximately one hour and fifteen minutes. After the parent(s) completed the
survey, the research student interviewed them in order to gather additional
information to accurately score the Childhood Autism Rating Scale (CARS).
The interview was designed to be filled out by the parent while the
Childhood Autism Rating Scale (CARS) observation was being conducted by the
research student. The average completion time of the survey was a half-an-hour to
forty-five minutes. The questionnaire consisted of twenty-four questions, with
responses being recorded in narrative form and in check-list form (see Appendix B).
During the development of the survey, feedback was collected from the two parents
on the Community Task Force on Autism: Research and Evaluation Committee. As
previously mentioned, questions were borrowed
from the Monroe County survey
on program placement for preschoolers who received ABA treatment. Care was
taken to make the survey's language and format accessible to the parent. Questions
included the following: demographic information on the child, number of months
in an ABA program, number of hours of ABA service delivered weekly, other
treatment approaches being utilized, and the parents impression of different facets
of their child's ABA program.
ABA /Lovaas 27
The Child Autism Rating Scale (CARS) was chosen as a measure of the
children's autistic symptoms. The scale consists of 15 subscales: "relating to people;
imitation; emotional response; body use; object use; adaptation to change; visual
response; listening response; taste, smell, and touch response and use; fear or
nervousness; verbal communication; non-verbal communication; activity level;
level and consistency of intellectual response; and general
impressions"
(Van
Bourgondien, 1992; Schopler, 1995). The scale was developed to assist in evaluating
children- referred to theTreatment and Education of Autisticand related
Communication handicapped Children (Division TEACCH; Schopler, 1995). The
CARS is a compilation of several accepted definitions and descriptions of autism.
Schopler drew from the following existing criteria: "Kanner (1943) criteria, the Creak
(1961) points, the definition of Rutter (1978), that of the National Society for Autistic
Children (NSAC, 1978), and the DSM-IV
(1994)"
(Schopler, 1995). The scale was
originally created in 1973, and then revised in 1988 (Schopler, 1995). The manual
used for this project was reprinted in 1995.
The norm sample for the Childhood Autism Rating Scale (CARS) was 1,606
children, reflecting the economic and racial make-up of
the North Carolina
population that TEACCH services (Schopler, 1995). As reported in the manual, the
CARS has adequate levels of internal consistency (.94), interrater reliability (.71),
test-retest reliability (.88), and criterion-related validity (.80) (Schopler, 1995). The
scale was intended to be used as part of a full evaluation for the TEACCH program.
The scale was scored after a clinician directly observed a child within the laboratory
setting (Schopler, 1995). In order to
determine if the scale was valid and reliable
under other circumstances, further studies were conducted. It was found that ratings
achieved during a parent interview (r=.82), during
a classroom observation (r=.73),
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and after record review (r=.82), adequately correlated with ratings done at TEACCH
Centers (Schopler, 1995). For this project, the scale was scored after doing a direct
observation of the child in the home and interviewing the parent.
The CARS was not the only instrument available to rate the severity of
autistic symptoms. Other measures used for this purpose include the Autism
Behavior Checklist (ABC) and the Real Life Rating Scale (RLRS). A pilot study done
by Sevin et al. (1991) analyzed these three scales, in terms of interrater reliability,
correlations between the instruments, accuracy of cut-off scores for classification,
and the relationship of these scales to adaptive behavior measures. Sevin et al.
(1991) reported that the interrater reliability they achieved for the CARS was slightly
less than originally reported by Schopler (1995). The CARS also did not correlate
well with the adaptive behavior measure (Vineland). The authors attributed these
discrepancies to a small sample size and a difference in behaviors assessed by the
Vineland and the CARS. As for correlations between the, scales, the.CARS correlated
with the RLRS, but not the ABC. The cut-off score for the CARS appears to be
appropriate, as indicated by the fact that 92% of the subjects were correctly identified.
The authors conclude that the CARS and the RLRS are adequate screening measure
for identifying children with pervasive developmental disorders (Sevin, 1991). The
ABC fared less well, and was considered less "technically
sound"
than the other
scales (Sevin, 1991). This CARS was chosen for this project because, when compared





The original goal of this project was to interview and observe 30 families. Due
to personal limitations and parent availability, the final sample size was 10. This
sample size is inadequate to make generalizations about the entire Monroe County
area population of children with autism. Observations will be limited to this unique
sample of families and children with autism/PDD. As shown in Table 1, 30% of this
sample was female, and 70% was male. Pervasive Developmental Disorders most
frequently occur in males (75%), as is reflected in this particular sample (Schopler,
1995). Another factor I attempted to look at was where in Monroe County these
services are being delivered with the most frequency. Sixty percent of the families
live in the eastern part of the county, 30% of the families live in the western part of
the county, and 10% of the families live in the city of Rochester.
The average age of diagnosis for this sample was 31.9 months (with a range of
22 months; youngest = 21 months and oldest
= 43 months). The average age is in
accordance with the DSM-IV criteria for diagnosing autism/PDD before the age of 3
years (DSM-IV). Two children in the sample were diagnosed after that cut off point.
As for the specific diagnoses assigned to these children, they included Pervasive
Developmental Disorder Not Otherwise Specified, (PDD NOS), Pervasive
Developmental Disorder (PDD), and Autism. This most likely reflects the "autism
spectrum,"
and broadening of the definition for autism (Rimland, 1993; Bauer, 1995a
& 1995b). The different classifications reflect the heterogeneous nature of this
population and the overall difficulty with diagnosis.
Lovaas (1973) suggested that younger children benefited from the program
more than older children. In his 1987 study he limited his participants to children




Family Sex Age Region Diagnosis Age at Diagnosis
1 M 51 E PDD NOS 42
2 M 40 E Autism 28
3- F 50 E Autism 21
4 M 47 W PDD 30
5 F 6& E- 34
6 F 55 E PDD 43
7 M 45 W Autism- 43
8 M 37 E Autism 20
9 M 51 C PDD 28
10 M 64 W Autism 30
5&6&
3k9-
Note. Age = months; Region = Fast Monroe County (E), West Monroe County (W),
Rochester City (C).; Diagnosis
= PDD (Pervasive Developmental Disorder); PDD NOS
(Pervasive Developmental Disorder Not Otherwise Specified)
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The literature indicates that the most common age for children in ABA /Lovaas
programs is 3 1/2 years ("Lovaas revisited: Should we have ever
left?,"
1995). In this
particular sample of children with autism, the average age was 50.60 months (range
= 29 months). As will be discussed next, most of the children started their programs
around the age of 3, and had participated in them for at least 6 months. The oldest
child in this group was 5 years, 6 months (public school age). The youngest child was
3 years, 1 month.
An additional measure used to look at this sample was the Childhood
Autism Rating Scale (CARS). The scale was scored after observing the child and
then interviewing the parent (see Appendix C). Four out of the 10 children (40%)
rated in the
"non-autistic"
range. Six out of the 10 children (60%) rated in the
"severely
autistic"
range. A score of 30 and above suggests the presence of autism.




This suggests that there is
wide variability in the severity and symptomology
of children being treated with
ABA/Lovaas.
Applied Behavior Analysis Programs
As shown in Table 2, the average age that children in this sample started their
ABA /Lovaas program was 35.6 months. The youngest a child started treatment was
1 year, 11 months. The oldest a child
started treatment was 3 years, 10 months. This
is keeping with
Lovaas'
recommendations concerning age (Lovaas, 1987).
The children displayed great variability in how many formally delivered
Table 2
Information on Applied Behavior Analysis Programs
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Age Number Current Overall
Family Implemented ofMonths Hrs/Wk. TotalAHrs.
1 45- 6- 3&7S- 694-
2 30 10 30.00 741
3 25 25 31.00 2.915
4 37 10 34.50 345
5 1 25. 17DQ 3,200
6 46 8 20.00 824
7 44 7 20.00 560
8 23 15 24.00 1,840
9 32. 19 29DQ 1,$78
10 33 31 22.50 3,128
35:6- 15:6- 25-.9- 1,592:5-
Note: Age-months-
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ABA hours per week they received. "Formally delivered ABA
hours"
was defined
on the survey as "training delivered by a trained professional (such as a special
education teacher, occupational therapist, speech pathologist, etc.) and trained
paraprofessional
aides."
The average amount of hours per week this group of
children was receiving was 25.9 (lowest number per week = 17.00 hours; highest
number per week =34.50 hours). Students in this sample of Monroe County children
in ABA/Lovaas programs are getting less than the amount of treatment hours
recommended by Lovaas in his 1987 study. He provided his subjects with over 40
hours of intensive behavioral treatment (1987).
The controversy around the number of treatment hours that is appropriate
and useful for children has lead to impartial hearings ("When methodologies
collide,"
1995). As will be discussed later, several parents that were interviewed
reported hiring outside paraprofessional help, and personally funding additional
hours, so that their child received the full 40 hours. One of the concerns raised by
school districts, and other professionals, is that the recommendation of 40 hours is
based on one research study (Lovaas, 1987). It is imperative that the 1987 Lovaas
study by replicated, in order to ensure that this intensity is necessary for the child's
success.
Going into the project, I was aware that treatment hours often fluctuate
during the course of a child's program. I wanted to probe which team member most
frequently suggests a change in the child's hours. As shown in Table 3, hours are
often changed when the entire structure of the child's program is changed (i.e,
switching consultants or
program coordinators, transitioning from early
intervention into the public school system, school year vs. summer hours, etc.).
The second most frequent reason for changing a program was parental request. This
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Table 3











Note: f = frequency
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illustrates how parents are an active member of the team, in terms of coordinating
services and overseeing the logistics of the program. Lovaas reports that this is an
essential element of these programs (Lovaas, 1973; Lovaas, 1987).
Lovaas suggests assembling a team of at least three people to help deliver the
treatment (Lovaas^ 198U "Lovaas revisited! shouldwehave ever
left?/'
19951.The
families in this project had an average of 5 professionals on their teams. In terms of
the role of the school psychologist, only one family reported that they considered the
psychologist a member of the team. As shown in Table 4, all families are utilizing
speech pathologists and paraprofessional aides. Many parents are reporting a
shortage of trained professional available to be hired for these teams. Another
survey question dealt what percentage of parents actually did discrete trial training
(formal treatment) with their child. Fifty percent reported that they did not engage
in this aspect of their child's treatment. Fifty percent reported that they did act as a
therapist and do discrete trial training with their child. The estimates for the time
they typically delivered therapy to their children ranged from one hour a day to one
hour a week. Several parents (3 out of 10) indicated that they generalize the skills
and structure of the program with their child on a nearly constant basis.
As indicated in Table 5, the children in this sample received various amounts
of consultant hours. The consultant time spent training the parents ranged from 1%
of the total hours the child has spent in program to 5.8% of the total hours the child
has spent in program. Participants six and seven did not answer this survey
question. According to what is reported by parents, one of the most controversial
issues in the Monroe County area concerns consultants. Only 20% of parents are
utilizing the local
consultant (Strong Memorial Hospital, Center for Developmental
Disabilities). Eighty percent of the parents are choosing
to use out-of-state
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consultants. Since transportation is involved, out-of-state consultants are frequently
more expensive than local consultants. This is typically one of the questions that
gets raised by school districts when reviewing an ABA/Lovaas program. Districts
hesitate to pay extra expense for out-of-state consultants, when a local consultant is
available for Monroe County families.
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Table 4
Professional Composition of ABA Teams
Professional










Weekend Relief Teachers 1




Family TbtaT Consultant % ofTime Consultant
Hours Hours Affiliation
1 694 26 3:7 CARD-(MA>
2- 741 34 46. CARD (MA)
3 2,915 94 3.2 Strong Hospital (NY)
4 345 20 5.8 CARD (MA)
5- 3,200 56 1.8 CARD (MA)
6 824 Strong Hospital (NY)
7 560 25 4.5 ECIC (NY)
8 1,840 28 1.5 Autism Partnership (CA)
9 1,678 15 1.0 May Institute (MA)
10 3,128 ECIC (NY)




As indicated by Table 6, the children in this sample are involved in other
treatment programs and strategies, in addition to ABA /Lovaas. There is no
mention in the literature of combining a behavioral intervention with any other
type of intervention. The most popular secondary intervention is diet /vitamin
therapy (100%). As reported earlier, there is not a lot of published research to
support this treatment option. Although it appears to be a commonly utilized
approach, more research on its effectiveness needs to be conducted. As a school
psychologist or other professional working with these families, it is important to
familiarize yourself these various therapy options. Parents appear to be interested in
using a variety approaches in order to find a unique combination which best meets
the educational need of their individual child
Table 6
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Other Programs f % of Families
Preschool 8- 80




Music Therapy 5 50
SIT 6- 60
Greenspan 1 10
Note: f = frequencv
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Making the Decision to Use ABA/Lovaas
As indicated in Table 7, the primary sources for the parents first exposure to
ABA /Lovaas treatment are other parents, parent support groups, and their own
research. Within this community, groups such as Reaching Autistic Children Early
(RACE) appear to be doing much in the way of promoting behavioral
interventions. To learn more about the function and position of these support
groups, professionals should attend meetings. Providing information to parents
about these groups, and encouraging them to attend, could do much in the way of
providing the parents with both a good information source and good emotional
support. In this particular sample, the school psychologists was not a first referral for
any of the families.
As indicated in Table 8, parents reported they choose ABA /Lovaas because
research supports its effectiveness and other parents recommended it. As reported
in Table 9, the most popular sources of information are: other parents, parent
support groups, books, journals, internet, family, and medical professional. Not one
family indicated that "school
personnel"
were a source of information. Once again,
it appears that school psychologists and other public school professionals are not
main sources of support or information for families choosing this treatment option.
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Table 7









Note: f = frequency
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Table 8





























Impact on the Family
At the conclusion of the survey, parents were asked to provide a narrative
response to a variety of open-ended questions. The first concerned the impact that
ABA/Lovaas has on the family unit. The themes that emerged were as follows: (1)
The program takes away family privacy. Sixty percent of the parents indicated that
having so many therapists in the home created a "revolving
door"
atmosphere. (2)
The program is expensive. As mentioned earlier, some families ended up paying
out of pocket for many of the ABA/Lovaas services. Other parents indicated that the
program forced them to find alternative, and more expensive, child care options. (3)
The program is hard on the siblings of the child with autism. Several parents
mentioned increased amounts of sibling rivalry and jealousy, due to the fact that
one child in the home was receiving so much individual attention. (4) The program
creates a rigid schedule that the whole family must adhere to. Many parents
mentioned having to plan vacation and work schedules very carefully, in order to
ensure that their child's treatment hours and dietary requirements are fulfilled.
Positives and Negatives of ABA /Lovaas
In general, parents in this sample were very pleased with their child's
program. The number one positive thing cited about ABA /Lovaas was the benefits
that it has had for their children. Nine out of 10 families listed being very
encouraged by the improvements in their child's language and improvements in
their social skills. Parents indicated that they feel they have found their child's
learning style, and are optimistic about the gains they see them making in the
acquisition of basic skills. Very few negatives about the program were reported.
Some parents suggested that the progress with ABA /Lovaas, as with any treatment,
is slow. Another parent suggested that the program requires so many hours they do
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not have the opportunity to try out other treatment options to the extent that they
would like to.
What Parents Need from the Monroe County Community
In terms of learning how school psychologists can better serve these families,
this was one of the most important questions on the survey. This sample of parents
indicated they needed more support in the following areas: (1) A need for more well
trained paraprofessionals. Parents expressed some difficulty finding trained, reliable,
competent individuals to work on their ABA teams. They would like to see more
training opportunities offered (i.e., through BOCES). (2) A well trained local
consultant. As we saw in Table 5, currently most of the families are utilizing
out-of-
state consultants. They would like to see more well-trained consultants
permanently established in this area. (3) The freedom to choose consultants they feel
comfortable working with. This relates to some of the funding issues that parents
have faced while establishing their programs. Many school districts are hesitant to
pay for an out-of-state consultant, when one is available locally. This sample of
parents felt strongly about being able to choose whatever consultant they felt would
best serve the needs of their child. (4) More understanding from professionals. This
is not a surprising comment, considering
that in earlier survey questions school and
medical personnel were not rated as being helpful sources of information or support
for these families. This reinforces the need for professionals serving children with
autism to become more knowledgeable about this treatment option.
Parents Experiences with Funding ABA/Lovaas Programs
Parents expressed a lot of frustration with funding their children's programs.
Only one parent reported that they
were pleased with the amount of services
provided to them by their school district. Parents indicated that programs are a
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financial strain, and that very little county, state, or federal funding is available to
help them. Forty percent of the families stated that they have undergone at least one
impartial hearing while trying to fund their program.
Program Costs
In an attempt to gain a general idea of how much Monroe County programs
cost, an optional question on program expense was included in the survey. This
question was interpreted differently by different respondents. Some parents
provided the estimated cost of a full program, and some parents provided estimated
out-of-pocket expenses only. Answers to this question ranged from $5,500 for 10
months to $37,570 per year. Some of the expenses listed included consultant fees,
paraprofessional wages, conferences, and treatment materials (toys, table, learning
games).
Summary
The sample size for this project was 10 families. Although this sample size is
inadequate to make generalizations about the entire Monroe County are population
of children with autism, some interesting and potentially useful information was
gathered. The average age children in this sample were diagnosed with autism /PDD
was 31.9 months. Families generally started ABA/Lovaas programs at the average
age of 50.6 months. The hours of treatment they were receiving ranged from 17
hours per week to 34.5 hours per week (average 25.9 hours). The most frequent
reasons for changing hours were
changes in program structure and parental request.
All families reported having speech pathologists and paraprofessional aides on their
treatment teams. All families reported using other treatments in conjunction with
their Lovaas /ABA program. The most popular choice for a secondary treatment
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option was dietary and vitamin interventions. On several different questions,
parents reported that most of their information and support for the ABA programs
came from other parents and support groups.
In order for a professional (school psychologist, counselor, medical personnel,
teacher, administrator, etc.) to help a family, they must first understand their needs
and desires. This project was an attempt to provide school psychologists, and other
professionals, insight into the structure of ABA/Lovaas programs in the Monroe
County area. The findings of my survey were compared to what is written in the
literature about behavioral interventions. For the most part, the programs in this
area appear to follow many of the "best
practices"
outlined by the research. The
biggest discrepancy between what is recommended and what is being practiced in
this particular sample of ABA/Lovaas programs is in "hours of
treatment'
(X = 25.9,
recommended hours = 40 hours). Many of the survey responses indicated that
parents do not consider school personnel supportive of their programs or
knowledgeable enough to give them information about ABA/Lovaas. This suggests
a need for school psychologists, and other professionals, to become more informed
about the various treatment options for children with autism/PDD.
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Appendix A: Letter from RACE Group
ABA/Lovaas-55
RIT Rochester Institute of Technology
Reaching Autistic Children Early (RACE)
Meeting May 3, 1997
ToWhom it May Concern,
As president of the Reaching Autistic Children Early, I would like to
communicate that we will support the efforts of Kelly Byrne, Rochester Institute
of Technology student in school psychology, in her research project. By
supporting her we agree to provide her, or help her collect, the names of group
members that might be Interested in being part of the study. The final choice to
participate or not to participate will be left completely up to the parents who are
contacted or who express an interest in participating In the study. As a group,
wo support her efforts to research Applied Behavior Analysis treatment of
children with autism Thank -you
fa*




Appendix B: ABA/Lovaas Parent Survey
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Please read and respond to each question as completely as possible.
Consultyour private records as needed. Answer each question as accurately as you
can, approximating only when necessary. Attach additional pages as necessary.
ParentNames:
Child's Name:
Child's Birthdate: month day year
Child's Age: years months
School District/County Agency:
6. Diagnosis: Autism PDD Other
7. Age of Child at time of Medical Diagnosis: years months
8. Age ABA Treatment Program Implemented: years months
Total Number of Months in ABA Program (to-from):
9. Total hours of formally
delivered*
ABA hours currently
being provided per week:
*Defined as "training delivered by a trained professional (such as special education
teacher, occupational therapist, speech pathologist, etc.) and trained paraprofessional
aides."
Length of time receiving this amount of ABA training: months
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10. At any point prior to today has your child received a different number of ABA
treatment hours per week? If yes, when and how many?
dates (to-from) hours per week
11 What was the main reason for the change in hours?
physician recommendation parental request
consultant recommendation Special Ed. Teacher recommendation
peer recommendation
other (please explain__
12. Which professionals are currently on your child's treatment team?
Special Ed. Teacher Speech Pathologist Occupational Therapist
Physical Therapist Music Therapist Counselor
Audiologist Paraprofessional Aide
others (please list)
13. With what agency/hospital /school district is your consultant(s) affiliated?
14. Please give the dates and amount of time you have worked directly with your
consultant(s) since the beginning of your child's ABA program. Approximate if
necessary.
(a) date amount of. time.
(b) date amount of time
(c) date amount of time ^_
15. What other programming/early intervention efforts
does your child currently
receive?
A. Preschool Hours per week your child attends:
Describe the preschool program (check all those that apply)
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Typical Program: your child attends class with only non-special
education students
Inclusion Program: your child attends class with both special education
students and typical students
Special Education Program: your child attend class with only special
education students
_
ABA based program: ABA principles are used on a daily basis
Other (please describe):
B. Diet Implementation date:
Describe program (check all those that apply)
Caseine and Gluten Free Feingold Diet Vitamin Treatments
Other (please describe):
C. Drug Therapy (if any)





D. Additional techniques or other commercial programs you use
with your child. (Check all those that apply)
TEACCH Music Therapy
Auditory Integration Training Sensory Integration Training
Art Therapy Greenspan Techniques
Other (please describe)
16. Do you carry out ABA training with your
child above and beyond the
hours supplied by your treatment team?
no yes please estimate the average amount of time per day
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17. What is the main reason you choose an ABA program for your child?
Research supports effectiveness of ABA programs
Other parents of children with similar problems recommended it
Recommended by School Psychologist
Recommended by School Personnel Title:
Recommended by Pediatrician
Other (please specify):
18. Who first gave you information on ABA treatment?
Pediatrician




Group (RACE, Autism Society of America)
Other (please specify)




Other parents of child: with similar problems
Parents'
Group (RACE, Autism Society of America)
Other (please specify)
20. Please describe how the ABA treatment impacts your family life.
21 What is your impression of your child's ABA program? (positives, negatives,
effectiveness)
22. Describe your experience with funding your child's program.
23. What do parents need from the professional community? What can be done to
better serve parents/ families/children with autism/PDD?
Optional Question: ABA is costly and parents
often seek funding from school
districts or county agencies. Please
estimate or provide the cost of your child's ABA
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